Abstract: Self-compassion has been linked to both positive aspects of wellbeing and less psychopathology in nonclinical samples. Although this construct has begun to be investigated in case studies, the clinical correlates of self-compassion for those with schizophrenia spectrum disorders have yet to be explored. This study aimed to explore the relationship between selfcompassion, symptoms, and insight in individuals with schizophrenia. A total of 88 participants with either schizophrenia (n = 51) or schizoaffective disorder (n = 37) who were enrolled in a study of metacognition at a Midwestern Veterans Affairs medical center completed measures of self-compassion and insight, along with a symptom interview. Higher self-compassion scores were associated with lower scores on the Positive and Negative Syndrome Scale positive, excitement, and emotional discomfort symptom scales in addition to poorer insight. Implications for treatment and suggestions for future research are discussed.
I ndividuals with schizophrenia spectrum disorders frequently exhibit a tendency for negative self-evaluation. Low self-esteem is a factor in many mental health problems (Silverstone, 1991) , and recently, there has been interest in exploring self-esteem and its associations with symptoms and functioning in schizophrenia (Barrowclough et al., 2003; Bradshaw and Brekke, 1999; Roe, 2003) . Research has shown that negative beliefs and self-schemas are associated with symptoms of psychosis (Krabbendam et al., 2002; Smith et al., 2006) . Furthermore, self-attitudes can be affected by the stigma surrounding mental illness, and acceptance of stigma has been associated with lower self-esteem (Lysaker et al., 2008) and poorer recovery-related outcomes (Lysaker et al., 2007; Yanos et al., 2008) .
Perhaps, a new way to conceptualize these deficits in selfappraisal is that they involve a lack of self-compassion. In nonclinical samples, self-compassion has shown a negative association with psychopathology such as depression and anxiety (Neff, 2003a; Neff et al., 2005 Neff et al., , 2007a , stress Shapiro et al., 2005) , and negative affect and neuroticism Neff et al., 2007b) . Regarding psychosis, compassion-focused therapy (CFT; Gilbert 2009) posits that compassion could be a way to soothe oneself when the threat system is activated by self-criticism (Gumley et al., 2010) . So far, the research on self-compassion in schizophrenia and psychosis is limited to case reports, which have revealed promising trends (Davis et al., 2007; Johnson et al., 2009; Mayhew and Gilbert, 2008) , but the relationship between self-compassion and clinical symptoms has yet to be fully assessed.
Although the body of research on self-compassion is developing, a relationship not yet evaluated is that between selfcompassion and insight in schizophrenia. One possible way to predict this relationship is through the related concept of self-esteem. Several studies of individuals with schizophrenia, schizoaffective disorder, or active psychosis have reported a negative correlation between self-esteem and insight, indicating that higher levels of insight are associated with lower levels of self-esteem (Cooke et al., 2007; Lysaker et al., 2007; Ritsner and Blumenkrantz, 2007) . Although self-esteem and self-compassion both ''tap into positive affectivity toward oneself'' (Neff, 2003a, p. 236) and have shown to be significantly positively correlated with each other, they have several important differences (Neff, 2003b) . Self-esteem is centered on achievement and performance evaluations of self and others, and comparisons between the two, but self-compassion does not promote evaluations or comparisons. Therefore, it makes sense that as one gains insight and is better able to recognize one's flaws, selfesteem levels may suffer; however, the ideas of self-kindness and common humanity inherent in self-compassion could produce a different relationship.
Through this exploratory study, we sought to measure selfcompassion using the Self-Compassion Scale (SCS; Neff, 2003a) and to investigate the relationship between levels of self-compassion, symptoms measured by the Positive and Negative Syndrome Scale (PANSS; Kay et al., 1987) , and insight measured by the Scale to Assess Unawareness of Illness (SUMD; Amador et al., 1994 ) and the Beck Cognitive Insight Scale (BCIS; Beck et al., 2004) in individuals with schizophrenia. Illuminating these relationships may point to a unique focus for future treatments and perhaps help to identify symptom profiles that could particularly benefit from such treatments.
Despite the limited research on self-compassion and schizophrenia, we anticipated, based on the available data, that selfcompassion will be negatively associated with symptoms (Mayhew and Gilbert, 2008) . Specifically, we expected to see negative correlations between self-compassion scores and depression, anxiety, hostility, and negative symptoms. Although there is evidence that increased insight is associated with lower self-esteem, the differences between self-esteem and self-compassion made it impossible to predict if a similar association would be found here. Consequently, we explored this relationship to see if the concept of self-compassion would interact in a novel way with insight. Lastly, although Neff (2003a) tested the SCS for social desirability and found a nonsignificant correlation between the SCS and the Marlowe-Crowne Social Desirability Scale (MCSDS) short form (Strahan and Gerbasi, 1972) , we included the original MCSDS (Crowne and Marlowe, 1960) to evaluate this relationship in a clinical sample.
METHODS

Participants
Participants included 76 men and 12 women with an SCID confirmed diagnosis (Spitzer et al., 1994) of schizophrenia (n = 51) or schizoaffective disorder (n = 37). All participants were recruited from a Midwestern Veterans Affairs (VA) medical center or community mental health center and were enrolled in a study at a Midwestern VA medical center to evaluate associations with metacognition. In addition, all participants were in a stable phase of illness, as defined by no hospitalizations, changes in type of psychotropic medication, or changes in housing within the previous 30 days. The mean (SD) age of the participants was 49.61 (8.40) years, their mean (SD) education level was 12.82 (1.75) years, and their mean (SD) lifetime hospitalizations was 8. 24 (8.23) , with the first occurring, on average, at the age of 27.25 years (SD, 12.15 years). The group included 88 total participants, 46 of whom were African-American, 41 were Caucasian, and 1 was classified as ''other.''
Instruments
Positive and Negative Syndrome Scale
The PANSS (Kay et al., 1987 ) is a 30-item rating scale completed by clinically trained research staff at the conclusion of chart review and semistructured interview. Each item is rated on a scale from 1 to 7, with higher scores reflecting greater psychopathology. For this study, we used the five-factor PANSS structure, which includes subscales for positive, negative, cognitive, excitement, and emotional discomfort (Bell et al., 1994) . The five-factor structure has shown good to excellent intraclass correlations on all scale scores and most items (Bell et al., 1992) and has been replicated several times (Lancon et al., 2000) . Interrater reliability assessed for raters in this study found good to excellent intraclass correlations on all scale scores, with intraclass correlations ranging from 0.82 to 0.93.
Scale to Assess Unawareness of Illness (Abbreviated)
The SUMD (Amador et al., 1994 ) is completed by clinically trained research staff after a semistructured interview and chart review. The SUMD contains three items: awareness of illness, awareness of treatment need, and awareness of consequences of illness. The items are rated on a scale from 1 to 5, with 1 being complete awareness of illness, 3 being equally aware and unaware of illness, and 5 being complete unawareness of illness. For the purpose of this study, we used the sum of the three items to obtain a total SUMD score.
Beck Cognitive Insight Scale
The BCIS (Beck et al., 2004 ) is a self-report questionnaire consisting of 15 items scored on a 4-point Likert-type scale (0 = does not agree at all, 3 = agrees completely). The scale consists of two factors. The first factor, Self-Reflectiveness, measures the ability to reflect on one's thoughts and be open to feedback. The second factor, Self-Certainty, measures one's overconfidence and the tendency to jump to conclusions. To obtain an overall score, called the Composite Index, the Self-Certainty score is subtracted from the Self-Reflectiveness score. Higher scores for the Composite Index indicate better insight. Beck et al. (2004) reported the internal consistency coefficient to be 0.68 for the Self-Reflectiveness scale and 0.60 for the Self-Certainty scale.
Self-Compassion Scale
The SCS (Neff, 2003a ) is a self-report questionnaire composed of 26 statements scored on a Likert-type scale (1 = almost never, 5 = almost always). The scale measures the three components of self-compassion using six factors (one negative and one positive for each component): Self-Kindness (e.g., ''I'm kind to myself when I'm experiencing suffering'') versus Self-Judgment (e.g., ''I'm intolerant and impatient towards those aspects of my personality I don't like''), Common Humanity (e.g., ''I try to see my failings as part of the human condition'') versus Isolation (e.g., ''When I'm really struggling I tend to feel like other people must be having an easier time of it''), and Mindfulness (e.g., ''When I'm feeling down I try to approach my feelings with curiosity and openness'') versus Over-identification (e.g., ''When I fail at something important to me, I become consumed by feelings of inadequacy''). A mean score for each factor is calculated. To obtain a total score, the mean scores for the three negative factors are reversed and then added to the mean scores for the three positive factors. Higher total scores indicate greater levels of self-compassion. The scale has been shown to have good internal and test-retest reliability (Neff, 2003a) and is not tainted by social desirability bias as indicated by a nonsignificant correlation (r = 0.05, p = 0.34) with the MCSDS short form (Strahan and Gerbasi, 1972) .
Marlowe-Crowne Social Desirability Scale
The MCSDS (Crowne and Marlowe, 1960 ) is a widely used 33-item self-report questionnaire that measures an individual's propensity to respond in a culturally approved way. Of the 33 questions, 18 items are keyed true and involve assigning unlikely but socially endorsed statements to oneself (e.g., ''I never hesitate to go out of my way to help someone in trouble''). The remaining 15 items are keyed false and involve rejecting likely but socially disapproved statements (e.g., ''I like to gossip at times''). From the study of Crowne and Marlowe (1960) with college students, the internal consistency coefficient was 0.88 and the test-retest reliability was 0.89.
Procedure
All procedures were approved by the appropriate institutional review board before beginning the study. After providing informed consent, participants were evaluated by a clinical psychologist using the SCID (Spitzer et al., 1994) to determine their diagnosis. After their diagnosis of schizophrenia or schizoaffective disorder was verified and after a screening questionnaire, they were administered the PANSS and SUMD interviews along with a battery of neurocognitive and metacognitive assessments and self-report questionnaires by trained research staff as part of the metacognition study. For the purposes of this investigation, only the PANSS, SUMD, BCIS, and SCS will be discussed.
Analyses
First, we will correlate the total SCS scores with the PANSS symptom scores, the SUMD scores, and the BCIS scores. Next, we will correlate the six subscale scores of the SCS with the PANSS symptom scores, the SUMD scores, and the BCIS scores. Finally, we will correlate the individual PANSS items with the total SCS scores to see if any significant correlations with the PANSS factor scores are due to a few specific items. If we find significant correlations between Self-Compassion scores and many individual PANSS items, we will conduct a stepwise multiple regression to determine if they are uniquely linked.
RESULTS
The means (SDs) for the SCS were as follows: total SelfCompassion, 18.32 (3.63); Self-Kindness, 3.00 (0.90); Self-judgment, 3.08 (0.88); Common Humanity, 3.22 (0.89); Isolation, 3.21 (1.0); Mindfulness, 3.48 (0.97); and Over-identification, 3.08 (1.10). The total Self-Compassion score was obtained by reversing the means for Self-Judgment, Isolation, and Over-identification and then adding them to the means for Self-Kindness, Common Humanity, and Mindfulness. The means (SDs) for the PANSS were as follows: Positive, 16.59 (4.41); Negative, 19.60 (5.53); Cognitive, 17.74 (4.41); Excitement, 7.66 (2.49); and Emotional Discomfort, 12.75 (3.95). The mean (SD) for the BCIS Composite Index was 8.69 (4.91). The mean (SD) for the total SUMD score was 9.95 (2.86). The relationships between scores on the PANSS, SUMD, BCIS, and the SCS total and subscale scores are presented in Table 1 .
We also examined the relationship between individual items on the PANSS and the total SCS to see if the significant associations were mostly due to a few individual scores. The SCS was associated with several items in each of the PANSS factors where significant relationships existed. An examination of the SUMD, however, showed that its relationship with the SCS appeared to be due to the ''Awareness of Illness'' item, which had a significant positive association with the SCS total score (r = 0.28, p G 0.01). The other two SUMD items did not show a relationship with SCS. We further looked at the relationship between the ''Awareness of Illness'' item and the subscales of the SCS and found it to be negatively correlated with Self-Judgment (r = j0.25, p G 0.05), Isolation (r = j0.23, p G 0.05), and Over-identification (r = j0.26, p G 0.05) and positively correlated with Mindfulness (r = 0.22, p G 0.05). In addition, further investigation of the BCIS showed that its relationship with the SCS appeared to be due to the self-reflectiveness subscale, which had a significant negative association with the SCS total score (r = j0.28, p G 0.01). There was not a significant relationship between the self-certainty subscale and the SCS. Further examination of the self-reflectiveness subscale and the subscales of the SCS found positive relationships with Self-Judgment (r = 0.37, p G 0.01), Isolation (r = 0.38, p G 0.01), and Over-identification (r = 0.41, p G 0.01).
Because relationships with SCS were found among many of the individual PANSS items, we wanted to determine if they were uniquely linked. We ran a stepwise multiple regression with one step in which all of the individual PANSS items that had shown a significant correlation with the SCS total score were allowed to enter. After this procedure, a significant model emerged (F 2, 85 = 18.74, p G 0.01, adjusted R 2 = 0.29). Only the individual items of depression (A = j0.44, p G 0.01) and hostility (A = j0.25, p G 0.01) were found to be significant predictor variables. In addition, we ran a partial correlation to see if the relationship between positive symptoms and self-compassion could be accounted for by depression. There was still a trend between PANSS positive and SCS total scores (r = j0.19, p = 0.07) when controlling for the individual PANSS item of depression.
The scores on the MCSDS (mean [SD], 19.05 [6.28] ) showed a significant positive association with the total SCS (r = 0.59, p G 0.01). In light of this finding, we conducted a partial correlation of the SCS total score with the PANSS, SUMD, and BCIS controlling for scores on the MCSDS. We still found significant relationships between SCS total scores and PANSS Emotional Discomfort (r = j0.41, p G 0.01) and Positive (r = j0.271, p G 0.05), with trends present for PANSS Negative (r = j0.18, p = 0.09) and Excitement (r = j0.19, p = 0.07).
DISCUSSION
The results of this study are congruent with the hypotheses based on previous findings in mostly nonclinical samples. As expected, we found relationships between self-compassion and several of the PANSS factors, including positive symptoms, excitement, and emotional discomfort. As scores on the SCS increased, scores on these symptom scales decreased. An unexpected result was that there appeared to be no relationship between self-compassion and negative symptoms, as measured by the PANSS. This contradicts with previous findings from case studies of individuals with schizophrenia who participated in therapy that incorporated compassion (Johnson et al., 2009) . One possible explanation for this is that negative symptoms are notoriously difficult to see and measure (Stahl and Buckley, 2007) . It could also be that negative symptoms may be more prominent in patients with earlier onset of illness, and perhaps, these could be people participating in the case studies. In addition, because the TABLE 1. Correlation Between Self-Compassion Scores, Symptoms, and Insight (N = 88) As suggested by previous research on self-esteem and insight, we also found negative relationships between self-compassion and measures of insight. The more insight an individual has, the less self-compassion he/she tends to have. It could be that as an individual's cognitive insight increases, he/she is more able to accurately assess his/her level (or lack) of self-compassion. Analysis of the subscales indicates that those with high selfreflectiveness also have increased self-judgment, isolation, and over-identification. In addition, our finding that those with higher awareness of illness also have significantly higher levels of selfjudgment, isolation, and over-identification supports the idea that these individuals may endorse self-stigma, as previously reported by Mak and Wu (2006) .
The finding that individuals with higher insight tend to have lower self-compassion is discouraging when viewed from the standpoint of self-compassion as a trait-like feature; however, if selfcompassion is viewed as a learnable skill that can strengthen with knowledge and practice, it is less so. Therapies that incorporate compassion, such as compassionate mind training (CMT; Gilbert and Irons, 2005) and loving-kindness meditation (LKM; Salzberg, 1995) , have begun to show that the capacity for self-compassion can be enhanced through practice and may promote less depression, anxiety, paranoia, and anhedonia and increased happiness and life satisfaction (Fredrickson et al., 2008; Gilbert and Procter, 2006; Hutcherson et al., 2008; Mayhew and Gilbert, 2008) . As individuals are taught to treat themselves with compassion, being kinder to themselves and mindful of their feelings, the association with insight may be transformed. Learning to stop judging, isolating, and overidentifying and instead focusing on the common humanity of suffering and experience may be especially important in rejecting self-stigma and ultimately improving well-being. In addition, the negative relationship between the PANSS excitement factor and the positive subscales of self-compassion could support the idea that increasing self-compassion may possibly activate the soothing system, which is the basic tenet of CFT.
There are several limitations to this study, the first being that because this is purely a correlational study, we cannot infer causation. The self-report nature of the self-compassion assessment creates uncertainty in the obtained scores. As Neff (2003a) explains, there are limits to the accuracy of this scale because ''Imany people may not be aware enough of their own emotional experiences to realize the extent to which they lack self-compassion' ' (p. 244) . This may be especially true of our clinical sample. Because assessment of selfcompassion is relatively new, a focus for future research should be on evaluating new ways to measure this construct. The creation of a clinician-rated scale, perhaps based on a semistructured interview, may be an effective tool for measuring self-compassion, especially in a clinical population.
Another limitation of this study is the relationship that emerged between self-compassion scores and social desirability. In her original study, Neff (2003a) did not find a significant relationship with social desirability bias. Her study, however, used both a nonclinical sample and a different version of the MCSDS. No other studies using the SCS have reported (or perhaps even tested) the results from a social desirability scale. Furthermore, substantial research on the MCSDS in schizophrenia does not exist, so it is difficult to draw conclusions based on this finding. The mean (SD) score on the MCSDS in our study (19.05 [6.28] ) was considerably higher than the mean (SD) score from a collection of nonclinical samples (15.08 [5.5] ) (Andrews and Meyer, 2003) . Individuals in this sample may be responding in a way they believe to be appropriate to compensate for deficiencies in social cognition. It is also possible that the MCSDS and the SCS tap into some overlapping construct or that a lack of insight affects responding on both the MCSDS and the SCS. Regardless, it warrants further investigation and would be beneficial for future studies that incorporate either individuals with schizophrenia or the SCS to include a measure of social desirability.
CONCLUSIONS
The negative associations between self-compassion and psychopathology indicate that self-compassion could be a valuable component of treatment for individuals with schizophrenia spectrum disorders, and the multiple regression analysis suggests that individuals with high hostility and depression may be an especially meaningful target for compassion-focused interventions. In addition, self-compassion could be an important factor as individuals attempt to make sense of their mental illness, and if they strengthen their capacity for self-compassion, it may interact with insight in a valuable manner. Therapies such as CMT and LKM are beginning to show that compassion is a skill that one can cultivate through practice, and it will be important for therapies such as these to be evaluated through fully powered, randomized trials to clearly establish the beneficial effects of self-compassion in this population, such as a reduction in positive and negative symptoms, emotional dysregulation, and stigma.
